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SKILLED NURSING FACILITIESELIGIBLE TO PARTICIPATE

Nursing homes and hospitals or distinct parts of hospitals currently licensed as nursing
facilities by the lowa Department of Inspections and Appeals are eligible to participate in
the Medicaid program. Skilled nursing homesin other states are aso eligible if they
participate in the Medicare and Medicaid program in that state.

These facilities must meet all of the conditions for participation as skilled nursing facilities
in the Medicare program (Title XV1II of the Social Security Act).

M edicare-approved swing-bed hospitals provide skilled facility services. All inpatient
skilled facility services shall apply to the swing-bed hospital programs. Client participation
and the facility requirements to notify the local DHS office of any change in status of the
resident also apply.

A. Certification

Skilled facilities that wish to participate in the Medicare program shall contact the
Department of Inspections and Appeals at Lucas State Office Building, Des Moines,
lowa 50319-0075.

The Department of Inspections and Appeals reviews all facilities and notifies the
Department of Human Services whether certification is approved or denied.

Facilities are resurveyed to ascertain continued compliance. The Department of
Inspections and Appeals will notify the facility of the decision following aresurvey.
A finding and certification that the facility is no longer in compliance shall terminate
eligibility for participation in the Medicare and Medicaid program through a
decertification action.

A facility may appeal adenial of certification or a decertification action according to
provisions of the notice.
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Agreement for Nursing Facilities and Skilled Nursing Facilities,

Form 470-0369

Facilities shall enter into awritten agreement with the Department of Human
Services, Form 470-0369, Agreement for Nursing Facilities and Skilled Nursing
Facilities. A facsimile of the agreement follows on pages 3 and 4.

Nondiscrimination Compliance Review for Title VI and Section 504

Regulations, Form 470-0377

Facilities shall complete this form at the time of enrollment in the Medicaid program
and periodically thereafter. A facsimile of the agreement follows on pages 5 through

8.
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lowa Department of Human Services

AGREEMENT FOR NURSING FACILITIESAND SKILLED NURSING FACILITIES

This agreement is between:

here referred to as “the facility,” and the lowa Department of Human Services, here referred to as
“the Department.”

This agreement covers facility services provided to eigible residents in Medicaid-certified beds
and is effective

Asaprovider in the lowa Medicaid Program, the facility agrees and assures that:

1

The facility will maintain admission, discharge, fiscal and other records necessary to
document services the facility furnished to recipients for at least five years.

The facility will afford the Department and the United States Department of Health and
Human Services, through their authorized representatives, the right to review facility
records and substantiate claims submitted for payment under the program. The Department
will hold information in facility records confidential.

The allowable charges determined in accordance with the policy of the Department will be
the full and complete payment for the services provided. Except for the amount of client
participation, the facility will make no additional charges to residents or family members or
any other person for any supplies or services required for the care of the resident.

If any additional payment is received or will be received from any other sources, the facility
will deduct that amount from the amount paid by the Department. Any overpayment made
by the Department shall be promptly returned to the Department. No Medicaid resident or
responsible party shall be charged for items not specifically requested by the resident or
responsible party.

Payment and satisfaction of claims will be from federal and state funds. Any false claims,
statements, and documents or concealment of a material fact may be prosecuted under
applicable federal and state laws.

The facility will notify the Department 60 days before a planned change of ownership.

470-0369 (Rev. 12/98)
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6. Thisagreement may be terminated under the following conditions:

a. By thefacility by giving 30 days notice to the Department of intent to terminate

participation, or

b. By the Department by giving 30 days notice to the facility:

» After it has been determined that the facility is not in substantial compliance with
the provisions of this agreement, or

* When thefacility’s state license or certification has been terminated or suspended

by the regulatory authority, or

* For any other reason as provided by 441 lowa Administrative Code 79.2(249A),
“Sanctions Against Provider of Care.”

7. Thefacility will not deny service on the basis of race, color, creed, national origin, sex, age,
religion, political belief, or physical or mental disability.

8. Thefacility will comply with the Civil Rights Act of 1964, as amended; Section 504 of the
Rehabilitation Act of 1973, as amended; the Age Discrimination Act of 1975, as amended,;
and the Americans with Disabilities Act of 1990.

9. Thefacility will provide residents with advance directive material asrequired by law.

10. Thefacility will abide by al policy and procedures as explained in the lowa Administrative
Code, the Medicaid Provider Manual for Nursing Facilities or Medicaid Skilled Nursing
Facility Manual, and supplemental policy material distributed by the Department.

Authorized Signature of Provider

Authorized Signature of Department

Title Chief, Bureau of Health Care Purchasing and Quality
Management

Date Date

Instructions:

Please complete and sign both copies and return one copy to: lowa Department of Human Services,
Division of Medical Services, Bureau of Health Care Purchasing and Quality Management, Hoover State
Office Building, 5th Floor, Des Moines, lowa 50319-0114.

We are also enclosing two copies of form 470-0377, Nondiscrimination Compliance Review for Title VI
and Section 504 Regulations. Please complete both copies and retain one copy for your files. Return the
other copy WITH NO DOCUMENTATION ATTACHED. If you have any questions concerning this

matter, call 515-281-4623.

470-0369 (Rev. 12/98)
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lowa Department of Human Services

NONDISCRIMINATION COMPLIANCE REVIEW

The Department of Human Services has the responsibility for ensuring that Medicaid providers arein
compliance with Title VI of the Civil Rights Act of 1964 as amended, Section 504 of the Rehabilitation Act of
1973 as amended; and the Age Discrimination Act of 1975, as amended.

I dentifying Infor mation
Facility Name County Phone
C )
Address
Legal Auspices: O Proprietary [ Nonprofit QO Governmental | Provider No.
Number of Beds
NF Skilled Other: Total

Documentation to support the information you provide on this form must be available for inspection at the
facility.

Yes No  A. Admission Policies

a d 1. Doesyour facility have an admissions policy prohibiting discrimination based on race, color, age,
national origin, or disability (mental or physical)?

2. If such a policy has been adopted, isit in writing and posted?

(]
(]
w

. Have the following been notified in writing of the facility’ s policy of nondiscrimination: Note: If you
answer no to any of the items, explain in Section G.

Community
Employees
Residents

Attending physicians

U U000
U 0000

4. Isadmission to your facility limited to membership in a defined group, e.g. fraternal organization,
religious denomination, corporate employee, etc.?

If so, explain:

5. Specify major referral sources for new admissions:

6. What approximate percentage of your geographic service area population consists of racial minorities?
%

470-0377 (Rev. 7/91)
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B. Analysis of Residents Admitted During the Previous 12-Month Period

RACIAL/ETHNIC GROUP IDENTIFICATION With Age
Total White Black Hispanic | Amer. Ind. Asian/ Disabilities | Age40+ | 39orless
Alas. Nat. P.l.
Men
Women
Total
C. Typeof Room Assignment
White Black Hispanic Amer. Ind. Asian/ With

Number of residentsin: Alas. Nat. P.I. Disabilities

Single room or in room aone

Semiprivate or ward room with
no minority people

Semiprivate or ward room with
only minority people

Semiprivate or ward room with
mixed racial/ethnic groups

Totd

Yes No D. General Availability of Facilitiesand Services

a Q 1. Areall services and facilities available to and used by al residents without regard to race, color,
age, national origin, or disability?

a Q 2. Can any licensed physician or therapist visit or treat a patient who is residing in this facility,
regardless of race, color, age, national origin or disability of the patient or practitioner?

a Q 3. Has any qualified person within a disability been denied admission or excluded from
participation in any applicable services or programs because the facility is structurally
inaccessible? (If so, describe in Section G and state your plan for correction.)

a Q 4. Have persons with disabilities (or organizations representing them) assisted in identifying
potential barriersto optimal participation by persons with disabilities in facility programs?
(Please describe in Section G.)

a Q 5. Providers with fewer than 15 employees may refer persons with disabilities to an accessible

provider only if no means other than a significant alteration in existing facilities available. Do
you have a procedure which is followed to ensure that referrals are made under this condition?

a Q 6. Do you have a method of determining where services may be provided at aternate accessible
sites in a nondiscriminatory manner?

a Q 7. When assessing a person’ s eligibility for your programs and services, you use the same
procedures for disabled and non disabled?

470-0377 (Rev. 7/91) 2
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a 8. Are appropriate services provided by your facility to persons with disabilities regardless of the
nature of their disability?

a Q 9. Do you admit or treat alcohol or drug abusers in your programs or services on a
nondiscriminatory basis?

O O 10.Isthere an effective means of communication for persons with hearing impairments receiving
carein your facility?

O O 11.Areauxiliary aids for persons with disabilities, including those with visual and hearing
impairments, used to ensure equal benefit from services?

Q QO  12.Hasyour staff been informed of the auxiliary aids which are available for service to persons who
are disabled?

O O 13.Doesyour facility have awritten policy concerning hiring of bilingual employees to match
bilingual characteristics of the population?

O O 14.Doesyour facility have awritten policy and procedure prohibiting discrimination in

employment based on race, color, national origin, religion, sex, age, creed, and disability? If
not, describe why in Section G.

E. Current Employment Breakdown

Hispanic | Amer. Ind. Asian/ With Age | 39o0r

™ White Black
Staff Positions Alas. Nat. P.l. Disabilities | 40+ | less

M FIM|F| M F M F M F

Administrative

RN/LPNs

Nurses Aides

Dietary

Housekeeping &
Maintenance

Laundry

Beauticians & Barbers

Activities &
Social Serv.

Therapists &
Consultants

Other ( )

Other ( )

Total

470-0377 (Rev. 7/91) 3
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No  F. Grievance

Q 1. Does your facility have awritten grievance policy and procedure prohibiting discrimination in
the delivery of servicesto residents based on race, color, national origin, age, or disability?

2. Has your facility received a complaint of discrimination based on:
If so, describe in Section G.

Services to Residents: Treatment of Employees:
Yes  Number No Yes Number No

Q 3. Isdocumentation maintained by your facility which can substantiate the nondiscriminatory
practices on the basis of race, color, national origin, age, or disability? At the timed of an on-
site compliance review or upon request, documentation must be made available.

G. Additional Information (Attach additional sheets, if necessary.)

CERTIFICATION

| CERTIFY THAT THE INFORMATION FURNISHED IN THISCIVIL RIGHTSREVIEW
REPRESENTSACCURATELY THE POLICIES, PRACTICES, AND CURRENT STATUSOF THIS

FACILITY.
Signature of Person Completing Form Title Date
Authorized Signature - Administrator Title Date

470-0377 (Rev. 7/91) 4
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COVERAGE OF INPATIENT SERVICES

Medicaid payment will be made in skilled nursing facilities and swing bed hospitals as
medically necessary for those recipients who do not require the level of intensive care
ordinarily furnished in a general hospital but for medical reasons need alevel of care
entailing medically supervised skilled nursing and related services on a continuing basisin
an institutional setting.

An incentive factor is added to the payment of most facilities (skilled or swing-bed
hospitals) for residents needing ventilator care and meeting criteriafor skilled care and
ventilator care. The payment section explains the ventilator payment incentive.

Inpatient services allowed in the charges billed to the fiscal agent include but are not

limited to: nonprescription drugs, medical equipment, appliances and supplies required by
the recipient; occupational, speech, and physical therapy; and prescribed drugs not covered
by Medicaid. Charges may be billed for the day of admission but not the day of discharge.

A.

M edical Necessity

The determination of medical necessity for skilled care is made by the lowa
Foundation for Medical Care (IFMC), the peer review organization for the state of
lowa. Admission approval is granted when the recipient’ s functional status meets the
“Resident Assessment Services Evaluation” (RASE) criteria. A worksheet listing the
required review information is available.

Contact IFMC registered nurse reviewers before the resident’ s admission to initiate
the review process. Y ou may telephone the IFMC at 1-800-383-1173 to initiate a
review, to request worksheets, or to obtain additional information. The mailing
address of the IFMC is:

lowa Foundation for Medical Care
6000 Westown Parkway, Suite 350E
West Des Moines, lowa 50266-7771

The IFMC will notify the fiscal agent of approved stays. The facility notifies the
Department through a Case Activity Report. See[Section 1V]
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At the time of aresident’s condition change or at the time of aregular IFMC review, a
facility nurse may bring to the attention of the IFMC reviewer that the facility staff
believes the resident may qualify for the skilled level of care. The Department will
make retroactive payment for skilled care residents.

1.

Lower Level of Care Authorized

Similarly, facilities with residents who no longer need or receive skilled level of
care services may have the skilled level of care payment withdrawn based on the
IFMC determination. Lower level of care payment is available to the facility if
the resident meets the nursing facility level of care and the resident has been
determined to be eligible for Medicaid before then.

If your facility is aso enrolled as a nursing facility and has its beds certified for
both Medicare and Medicaid, you can bill the nursing facility program. Usethe
nursing facility billing procedure and bill at your facility rate.

If you believe that the denial or discontinuance of the skilled level of care
payment was incorrect, you can make arequest for areconsideration in writing
tothe IFMC. If the IFMC decision is not reversed you have access to the
regular Department appeal process.

The level-of-care criteria deal with payment and medical necessity. They do not
reflect financia digibility. The criteriafor skilled level of care are described
below.

Skilled Nursing Services

Direct skilled services are those for which specialized, technical or professional
health training is required in order to perform or supervise the services
effectively. The need for skilled servicesis based solely on the services, care, or
supervision to be provided, and not on the rehabilitative potential of the resident
or the resident’ s diagnosis.
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Skilled nursing service must be furnished by or under the supervision of
licensed nursing personnel and under the direction of a physician. A service
that could be safely and adequately performed by a person without special
training is not a skilled service, even though it may be performed by licensed
personnel.

a.  Factors frequently indicating a need for skilled care:

¢ Skilled nursing services ordered by a physician that are required and
provided on adaily basis (seven days aweek).

¢ Skilled rehabilitative services that are required and provided on adaily
basis (at |east five days a week or every workday per week).

¢ The development, management, and evaluation of aresident’ s total
needs, when the resident’ s condition is unstable or deteriorating,
necessitating involvement of technical or professional personnel
(licensed medical personnel) to meet the resident’ s needs.

When residents exhibit acute psychological symptomsin addition to
their physical problems, such as depression or anxiety, or pose athreat
to their own safety or the safety of others, the need must be
documented by physician orders, nursing, or therapy notes.

This could include devel opment, management, and evaluation of a
plan involving an aggregate of unskilled services. Any generally
nonskilled service needed because of special complications and special
services involved must be documented by physician orders, nursing
notes, or therapist’s notes.

¢ Anticipation of asudden change in the resident’s status. (For example,
monitoring of the resident’s medications or immediate changes of
dosage may be required due to sudden, undesirable effects of the drug
or anticipated changes in the resident’ s condition.)
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SKILLED NURSING FACILITY

¢ Technical or professional services needed to teach the patient self-
maintenance immediately post-operative (e.g., intensive bowel and
bladder retraining, colostomy, or ileostomy training).

¢ Transfer from a hospital while the resident isin the complicated,
unstablized postoperative period and needs continued close skilled
monitoring for postoperative complications or adverse condition.

Procedures possibly indicating a need for skilled care:

¢ Intravenous infusion, intravenous and intramuscular injections, and
nasal-gastric tubes.

¢ Levinetube and gastrostomy feedings.

¢ Nasal pharyngeal and tracheotomy aspiration on afrequent or a
continuous basis.

¢ Insertion and sterile irrigation or replacement of a catheter.

¢ Application of dressings on adaily basisinvolving prescription
medicine and aseptic techniques.

¢ Careof extensive decubitus ulcers or other widespread skin disorders.

¢ Theinitia phase of aregimen involving inhalation therapy. (The
initial phaseisthefirst two or three weeks.)

¢ Restorative nursing procedures. Thisincludes related teaching and
adaptation.

¢ Isolation due to contagious or infectious diseases, when medically
necessary for the welfare of the resident or other residents.

¢ Diabetes (uncontrolled or requiring a period of constant reevaluation
and treatment adjustment).

¢ Frequent laboratory procedures or diagnostic procedures related to the

resident’ s medication or diagnosis which are otherwise available only
on an inpatient basis in an acute hospital.
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SKILLED NURSING FACILITY

Terminal condition, meaning death isimminent. A physician would be
consulted if thisisthe only factor for placement at the skilled level.

Conditions involving multiple complications. A physician would be
consulted before placement at the skilled level.

Gait training and transfer techniques for restoration of function.

Intensive therapy for a patient who cannot be transported except by
ambulance. (A physician would be consulted before placement if this
isafactor for skilled level care.)

Continuous traction.

Incontinency, during the training period only the first two to three
weeks, when skills and facts necessary for understanding and
adherence are taught.

Less serious conditions alone may not justify placement at a skilled level.
Multiple factors may necessitate skilled level of care; however, judgment is
needed to make this determination.

3. Ventilator Care

The person needing ventilator care must:

¢ Requireaventilator at least six hours every day,
¢ Haveafailed attempt at weaning or are inappropriate for weaning, and
¢ Meet other requirements for skilled care.

B. ServicesRequiring Prior Approval

Out-of -state placements require approval when Medicaid is the primary payer.
Reserve bed day payments require approval.
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1. Out-of-State Placements

Medicaid payment will be approved to out-of-state skilled nursing facilities at
the rate established by the state in which the facility is located when the
following conditions are met:

¢ Thefacility iseligible for participation in lowa and has agreed to participate
in the lowa Medicaid.

¢ Thefacility has been certified for Medicaid and Medicare participation by
the state in which the facility is located.

¢ Placement is recommended because moving the resident back to lowawould
otherwise endanger the resident’ s health, the services provided are not
readily availablein lowa or the services out-of-state are cost effective.

¢ Careinthe out-of-state facility is temporary until services are available to
the resident in lowa or the program of treatment is compl eted.

Department approval is required before the admission of the resident. Submit
requests to the Division of Medical Services, 5th Floor, Hoover State Office
Building, Des Moines, lowa 50319-0114.

Reserve Bed Daysfor Visits

Payment for abed while the resident is absent overnight for a home visit or for
participation in a specia social or rehabilitation program may be alowed if
approval is obtained before the resident leaves the facility.

To obtain payment for the visit days, send a written request to the IFMC. The
request for approval must include the following information:

The purpose of the visit.

Who requested the absence.

Assurance that the responsible party can care for the resident.

An assurance that the absence is approved in the physician’s plan of care.
The dates the resident will be absent.

Theresident’ s admission date to afacility.

* & & O o o
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Visit days are available only after aresident has required care in anursing
facility or skilled nursing facility for at least three consecutive months. Visit
days are limited to:

¢ Ten consecutive calendar days at atime, and
¢ A maximum of 18 daysin a calendar year.

The facility is responsible for the necessary equipment and supplies needed by
the recipient during the absence.

Bill the reserve bed days on the same claim as other inpatient care in the same
month. Do not send a separate claim for only reserve bed days in the same
month as other inpatient care was provided. Residents cannot begin astay ina
facility on reserve-bed-day status.

Reserve Bed Days for Hospitalization

Payment to reserve a bed while aresident is absent overnight for hospitalization
isavailableif approval is obtained before submitting the claim for payment.

Reserve bed days for hospitalization are available if the resident has required
carein anursing facility or skilled nursing facility for at least three consecutive
months. Reserve bed days for hospital care do not apply to swing-bed hospitals.
Residents cannot begin a stay in afacility on reserve bed day status.

Make the written request for approval to the IFMC as soon as possible, in order
to submit the claim for payment. The request must give the dates of hospital
care and the beginning date of continuous facility care.

If reserve bed days request are approved, then the IFMC will notify the fiscal
agent and the provider. If the request is denied, you will receive awritten denial
notice.
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Payment will not be authorized for:

¢ Over ten daysin any calendar month.

¢ Over ten days for any continuous hospital stay, whether or not the stay

extends into a succeeding month or months.

Residents wanting this bed held beyond the allowed Medicaid limits may do so

at the Medicaid reserve bed day rate.

Claimsfor services in amonth must also include any reserve bed days for

hospitalization. Do not send a separate claim to Medicaid for reserve bed days,

unless Medicareis paying all other charges except for the reserve bed days.

Relationship to Medicare

Services are paid under the same conditions as in the Medicare program, with the
following exceptions:

¢ Medicaid does not limit the number of days of skilled care, aslong as the services

are medically necessary.

¢ Medicaid does not require that the person be previously hospitalized.

¢ Medicaid recipients who are determined by the IFMC to require only nursing
facility level of care are covered with payment made at the average Medicaid
nursing facility rate. Thisrateis effective as of the date of final notice by the
IFMC that the lower level of careisrequired.

¢ Reserve-bed-day payments are made for long-term residents.

Even though a Medicaid resident has Medicare and perhaps even a Medicare
supplement insurance coverage, you must submit Case Activity Reports to the
Department on all Medicaid recipients (see, as there are specific policies
that affect institutionalized residents.
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D. Exclusionsand Limitson Coverage

Skilled nursing care is not a covered service for recipients eigible through the
medically needy coverage group.

1.

Private Room
There is no provision for extra payment for a private room.
Prescribed Drugs

Payment will be approved for covered legend and nonlegend drugs, including
insulin. Payment will be made only to the licensed pharmacy of the resident’s
choice. Payment will not be made to the skilled nursing facility for these drugs.

Exception: This requirement does not apply to hospital -connected facilities and
facilities with aretail pharmacy license. Payment will be approved for drugs
provided and billed for by those facilities. Pharmaceutical records for Medicaid
recipients shall be maintained in accordance with regulations for pharmaceutical
services in the Medicare program.

Medical and Sickroom Supplies

No payment will be made to a Medicare-certified skilled nursing facility for
medical or sickroom supplies furnished for aresident in the facility by aretail
pharmacy or a durable medical equipment dealer, except for orthotic and
prosthetic services and orthopedic shoes.

Nonapproved Reserve Bed Days and Discharged Clients

No payment is made to afacility to reserve a bed for aleave that has not been
approved by the Department. (Seell. B. [Services Requiring Prior|
[Approval). Also no payment is made after aresident is discharged from the
facility.

Nonapproved Bed

No payment is made if the person is not in a Medicare- and Medicaid-certified
bed.
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COVERAGE OF OUTPATIENT SERVICES

Services are paid under the same conditions as the Medicare program. Claims for
outpatient services must be billed on the UB-92 claim form.

Outpatient payment will be approved for physical therapy, speech therapy, or occupational
therapy provided for outpatients by atherapist on the staff of the facility or under arrange-
ments with the facility.

A claim for outpatient services can be submitted when a patient is receiving nursing facility
level of care and does not have Medicare Part B to cover therapy services.
Payment will be approved only when a physician has certified that:

¢ Services are or were required because the patient needed therapy services on an
outpatient basis.

¢ A plan for furnishing the service has been established and is periodically reviewed by
the physician. The plan of treatment shall prescribe the type, amount, and duration of
the therapy services to be furnished to the patient.

¢ Services are or were furnished while the patient is or was under the care of aphysician.
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COMMUNICATIONSWITH DEPARTMENT

The Department needs additional information from the facility when aMedicaid-eligible
personisin the facility, even if Medicaid is not paying for the cost of care. Provide the
information requested on the Case Activity Report, form 470-0042, when aresident:

Appliesfor Medicaid.

Is admitted to the facility.

Is discharged from the facility.

Hasachangein level of care.

Returns to the facility after aleave of more than 10 days.

* & & o o

Send one copy of this form to the county Department of Human Services office as soon as
thereis achangein the status of a Medicaid recipient or applicant. Keep one copy is
retained for your records.

Send one copy to the lowa Foundation for Medical Care (IFMC) for admissions and dis-
charges and when aresident returns from a hospitalization.

When aresident extends visits or hospitalization beyond approved days, it isimportant to
notify the Department’ s county office of aresident’s return from a hospitalization or visit
using form 470-0042.

Note: When aresident of anursing facility (NF) or residential care facility(RCF) is
admitted to a SNF or SNF swing bed facility from a hospital, the SNF shall also advisethe
other carefacility of the admission, since this affects the reserve bed digibility in the
other facility. RCFsand NFs are not paid to reserve abed for aresident receiving SNF
care.



o, o
00000 Dfepartment
o)
Services

CHAPTER SUBJECT:
COVERAGE AND LIMITATIONS

SKILLED NURSING FACILITY

CHAPTER PAGE
E-20

DATE
May 1, 1999

A facsimile of the Case Activity Report follows. Y ou may order the form from lowa State
Industries, Anamosa, lowa 52205, using the form name and the form number. Y ou may
obtain a Form Order Blank from lowa State Industries by calling 1-800-332-7922.
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CASE ACTIVITY REPORT

Chapter E, Page 21

Complete this form when aMedicaid applicant or recipient enters or leaves your facility, and when a
resident of your facility appliesfor Medicaid. See the back of thisform for instructions.

Fold line 1. Recipient Data

Fold line

Name

Sacial Security Number State ID

Date Entered Facility

2. Facility Data

Name

Provider Number

DHS Per Diem

City

Signature of Person Completing Form

Date Completed

3. Level of Care

Thisinformation is determined by (IFMC, Medicare or by managed care contractor). Provider number in Item 2 must
match the new level of care.

Level of Care

Effective Date

4. Medicarelnformation for Skilled Patientsin Skilled Facilities

Do you expect this stay to be
covered by Medicare?

D No D Y es, see dates:

Expected dates of full Medicare coverage

coverage
through

Expected dates of partial Medicare

through

If thereis any change in this coverage, please notify the county DHS office.

5. Discharge Data

Date of Discharge

Reason for Discharge

Last Month in Faci

lity (for residents who

transfer to another facility or level of care):

Daysin facility
Reserve bed days
Non-covered days
Total billing days on
claim to fiscal agent

U Died
(] Transferred to another facility

Name

Level of care, if known

(1 Moved to new livi ng arrangement

Address, if available

470-0042 (Rev. 6/00)
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I nstructionsfor Preparing the Case Activity Report:

¢

When a current resident applies for Medicaid, complete Sections 1-3. Enter the first name, middle
initial, and last name of the resident as they appear on the Medical Assistance Eligibility Card. The
state ID number is assigned by the lowa Department of Human Services and consists of seven digits
plus one letter, e.g. 1100234G.

When a Medicaid applicant or recipient enters the facility or changes level of care, complete sections
1-3, and section 4, if applicable.

When aMedicaid applicant or recipient dies or is discharged, complete Sections 1 and 5.
Thisform must be completed within 2 business days of the action.

The administrator or designee responsible for the accuracy of this information should sign in
Section 2. The dateis the date the form is completed and sent to the county Department of Human
Services office.

Distribution I nstructions for RCFs

Mail the white copy to your county DHS worker. Keep the yellow copy. Discard the pink copy.

Distribution Instructionsfor NFs, ICF/MRs, SNFs, Mental Health I nstitutes and Psychiatric
Medical Institutionsfor Children

Mail the white copy to your county DHS worker. Mail the yellow copy to IFMC. Keep the pink copy.

IFMC Address; lowa Foundation for Medical Care

6000 Westown Parkway Ste 350
West Des Moines |A 50265

470-0042 (Rev. 6/00)
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BASISOF PAYMENT

The basis of payment for skilled care is prospective. A per diem rateis calculated for each
facility by establishing a base year per diem to which an annual index is applied.

The base year per diem rate is the Medicaid cost per diem as determined using the facility’s
1998 fiscal year-end Medicare cost report. The base per diem rate for facilities enrolled since
1998 is determined using the facility’ sfirst finalized cost report. Determination of alowable
costs for the base year is made using Medicare methods in place on December 31, 1998.

A skilled facility’ srate is the facility’ s established costs, not to exceed the ceiling
established by the Department. The current ceiling is based on the skilled nursing
facilities 1998 cost report data that has been inflated for current use. The allowable cost is
weighted by Medicaid patient days.

For facilities that have elected to receive the low-M edicare-volume prospective payment
rate for 1998, the Medicare 1998 prospective payment rate plus ancillary costs attributable
to skilled patient-days and not payable by Medicare is used to determine the facility’s
Medicaid costs per patient day.

Skilled nursing facilities are classified as either hospital-based or free-standing (not
hospital-based). A hospital-based facility is a skilled nursing facility under the
management and administration of a hospital, regardless of where the skilled beds are
physically located.

The maximum payment for a free-standing skilled facility is $163.41 per day. The
maximum payment for a hospital-based facility is $346.20 per day. Facility rates based on
this methodology are effective February 1, 2000.

Notwithstanding the maximum payment rate, free-standing skilled facilities with a
case-mix index (derived from MDS reports) that exceeds the lowa nursing facility case-mix
average will receive a semi-annual case-mix adjustment to their daily payment rate of
$5.20, effective July 1, 2000.

A new skilled facility is reimbursed at an interim rate determined by Medicare or, for
facilities not participating in Medicare, at an interim rate determined using Medicare
methodology. Theinitial interim rate is either the rate used by Medicare or a per diem
devel oped using Medicare methodology and a projected cost statement from the facility.
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When the facility submits the first cost report to Medicare, the facility shall send a copy to
the Medicaid fiscal agent. A new prospective rate will be established based on this cost
report, effective the first day of the month in which the cost report isreceived. Interim and
final rates may not exceed maximum allowable costs.

For skilled nursing facilities, a disproportionate share of Medicaid recipients exists when
the total cost of services rendered to Medicaid skilled recipients in any one provider fiscal
year is greater than or equal to 51% of the facility’ stotal skilled allowable cost for the same
fiscal year.

Facilities serving a disproportionate share of skilled residents and enrolled before June 1,
1993, are not subject to any cap on their rates. Facilities that enroll in the Medicaid
program on or after June 1, 1993, have an upper limit on their rate not to exceed 150
percent of the maximum rate for the class of skilled nursing facility. The Department
determines which providers qualify for this exemption.

Reimbursement for the care of ventilator patients is the maximum allowable cost for the
type of facility plus a $100 per day incentive payment. The revenue code to bill the
ventilator carerateis 187. The units of service are the number of days of Medicaid
coverage.

Ventilator careis payable aslong as the day is covered by Medicaid, even if the client pays
for the day with client participation. Payment for ventilator care continues through
approved leave days but does not apply to days covered by Medicare or other insurance.

Approved reserve bed payments are made at 75% of the established Medicaid rate for the
facility.

Outpatient services are paid based on a percentage of covered charges.

A. Client Participation

Client participation is the amount of money that aresident pays toward the cost of
care. Some clients are not assessed client participation. The Department income
maintenance worker determines when client participation applies. When achange in
the resident’ s client participation is made retrospectively, the facility must rebill to
show the change in client participation if it affects the facility payment.
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1. Medicaid Eligibles

Residents entering skilled nursing care for less than 30 days generally have
continuing expenses for maintenance of ahome. When the resident enters the
facility, the Department’ s county office determines by contact with the attending
physician the approximate length of time the resident is expected to require care.

When a physician expects the stay to last 30 days or less, thereis no client
participation. When the resident’ s physician indicates the care in excess of 30
days will be necessary, al monthly income in excess of an amount exempted for
personal care shall be applied on the cost of carein the facility after the month
of admission.

Client participation is applied to the cost of care, including reserve bed days
payments. The resident is allowed to keep any unused client participation in a
month. Unused client participation in one month is not applied to the next
month’s cost of care.

Client participation is assessed at the beginning of a calendar month to long-
term care facilities (residential facilities, skilled nursing facilities and nursing
facilities) for the cost of facility carein amonth. Expenditure of client
participation is calculated by multiplying the facility Medicaid rate by the
number of days of care.

If the careisfor reserve bed days, the reserve bed day rate is used for reserve
bed days. If the amount applied to the care is less than the total client
participation, the remaining client participation is applied to other long term-
care facilities providing care later in the calendar month.

The Department notifies the facility of first-month and ongoing client
participation on the Facility Card, form MA-2139-0. Keep one copy for your
records and return one copy to the recipient’s county Department office.

Collection of this amount is between the facility and the resident. The client
participation shall not be collected when insurance pays the total cost of the
facility care at the Department’ s established rate. Client participation is applied
to the Medicare copayments after day 20 if there is no Medicare coinsurance.
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Client participation appliesto the facility’s per diem rate. It isnot applied to the
extra payment for ventilator care. A facility may not collect more client
participation than what Medicaid would have paid for the care.

The personal needs allowance is $30 for the resident. Some residents will
receive an SSI monthly check from the Social Security Administration for this
purpose.

2. Qualifying Medicar e Beneficiaries Only
Residents whose only Medicaid coverage is under the qualified Medicare
beneficiary group can be identified by their Medicaid card. The card states
“**Valid for Medicare deductibles and coinsurance only.” (See Chapter C,
sections 1. H and V. C for more information.)
These resident